Pelvic congestion syndrome (PCS) is a frequently undiagnosed pathology, affecting mainly young women. According to literature, about one third of all women have this condition. The main symptoms include chronic pelvic pain, varicose pelvic veins, dysmenorrhea, and dyspareunia. The etiology of PCS is associated with valvular insufficiency in ovarian and pelvic veins. There are four main diagnostic methods: duplex ultrasound evaluation, computed tomography, magnetic resonance angiography including venous phase investigation and digital subtraction angiography. Nowadays percutaneous transcatheter embolization is an effective and safe treatment for ovarian vein reflux and thus PCS. In order to emphasize the need and possibilities to diagnose and treat PCS appropriately, here we present a well-documented case of PCS that was successfully cured by percutaneous transcatheter embolization.
DISCUSION
In 1947, Taylor described pelvic congestion syndrome as a combination of symptoms consisting of noncyclic pelvic pain, varicose veins in the pelvis, dysmenorrhoea and dyspareunia. This clinical condition typically affected women of reproductive age (1, 4, 5, 10) . The correct diagnosis depends on an accurate evaluation of typical symptoms and radiological imaging (4, 9) . Thors et al. in retrospective study defined that pelvic congestion syndrome is diagnosed at the mean age of 36 years (11) . According to literature data, about 71% of women with ovarian vein reflux had chronic pelvic pain (7) . In the present case, on physical examination we found painful vulvar varicosities in a 31-year-old woman. The patient had had pelvic pain for five years. Thus, the age and clinical history were typical of pelvic congestion syndrome. The findings also underscore the necessity to reveal such cases timely to regain appropriate life quality. Asciutto et al. found that 57.7% of patients with pelvic congestion syndrome had left ovarian vein reflux and only 4.2% -right ovarian vein reflux (1) . This phenomenon has anatomic background. Normally, the right ovarian vein drains into the inferior vena cava, but the left ovarian vein -into the left renal vein (4, 9, 10) following longer path. Our patient also had left ovarian vein reflux. Another pathologic condition, which can manifest by pelvic venous varicosities, left renal vein reflux, dysmenorrhea, dyspareunia and lower abdominal pain, is the nutcracker syndrome, namely, the compression of the left renal vein between the abdominal aorta and the superior mesenteric artery. Duplex ultrasound evaluation, CT or magnetic resonance (MRI) angiography, or DSA is necessary to confirm correct diagnosis and choose specific treatment (2, 6) .
AIM OF THE DEMONSTRATION
The aim of this article is to demonstrate a frequently undiagnosed condition in young women -pelvic congestion syndrome due to ovarian vein reflux -and successful treatment with percutaneous transcatheter embolization.
CASE REPORT
A 31-year-old lady approached doctor on the year 2014 complaining about dull pelvic pain and vulvar vein varicosities. The pain has been present for 5 years. Varicose vulvar veins were first found 2.5 years ago. The medical history was otherwise unremarkable. On deep palpation, left pelvic pain was observed. In addition, varicose veins complicated with thrombophlebitis were evident on the labium majus pudendi. Gynecologic investigation did not reveal any other pathology. The patient had had 2 normal pregnancies with vaginal birth. Transabdominal duplex ultrasound investigation demonstrated varicose veins in the pelvis. Computed tomography (CT) revealed reflux in the left ovarian vein with secondary pelvic varicosities. Left ovarian vein reflux and internal iliac vein varicosity was evaluated by digital subtraction angiography (DSA). Percutaneous transcatheter embolization was carried out than. Percutaneous access to the right femoral vein was performed through 5F introducer sheath. The catheter was introduced through the left renal vein. Four coils (16x40 mm, 8x30 mm and two coils measuring 6x20 mm) were inserted into the left ovarian vein. After the manipulation, the patient's condition was stable. No hematoma developed at the puncture site. At follow-up 6 months later, the lady was free of pain. The vulvar varicosities have disappeared after embolization, and computed tomography (CT) angiography did not show ovarian vein reflux and pelvic varicosities.
Duplex ultrasound is usually the first-line noninvasive method, which helps to evaluate venous system in the pelvis. Clinical practice guidelines of the Society for Vascular Surgery and the American Venous Forum recommend performing CT or MRI venography in symptomatic patients with pelvic congestion syndrome (4). Venography is the gold standard to assess pelvic veins and to plan embolization (3, 4) . In our case, ovarian vein reflux and internal iliac vein varicosities were diagnosed with duplex ultrasound, CT venography and DSA. Percutaneous transcatheter embolization of the ovarian vein can be applied to treat venous reflux and secondary varices with excellent results (8) . By literature data, treatment was technically successful in 99% of cases and 60 -80% of women benefitted from clinical improvement after percutaneous transcatheter embolization. The recurrence rate was less than 8% (9) .
Alternative options include open surgery or laparoscopyassisted ovarian vein ligation. However, both these methods are more invasive, require general anesthesia, a longer recovery period and can have higher risk of postoperative complications such as wound infection (9, 10) . In our case, the patient had excellent therapeutic result. She experienced disappearance of her symptoms. Follow-up computed tomography angiography 6 months later did not show ovarian vein reflux and pelvic varicosities. In conclusion, greater awareness of pelvic congestion syndrome, the diagnostic opportunities and treatment options can ensure timely diagnostics and cure resulting in preserved life quality in young ladies.
